Children's readiness for school is often threatened by the occurrence of both externalising (EP) and internalising (IP) problems. In search for solutions, research has shown that School-Wide Positive Behaviour Support (SWPBS) is particularly effective for fostering children's behavioural skills and reducing EP. However, whether SWPBS can enhance children's emotional skills and reduce IP is less clear. Therefore, TIME-IN was developed, which extends SWPBS by also including emotional support systems. It will be tested whether TIME-IN is effective for (a) improving emotion regulation (ER) and (b) reducing depressive symptoms. Furthermore, it will be tentatively explored whether TIME-IN is accompanied by more than natural fluctuations in both children's EP and IP. The effectiveness of TIME-IN will be evaluated in a non-randomized study, in which an intervention group will be compared with a matched control group. Both research questions will be addressed in a sample consisting of children between 8 and 12 years of age with special educational needs (SEN), who have been argued to benefit most from school readiness interventions. Questionnaires for teachers, children, and their parents will be administered at the beginning (T0) and the end of the school year (T1) using multi-informant assessment. Practical implications, strengths, and limitations were discussed.
Background
To promote SEN children's school readiness (see Britto, 2012) and, more concretely, identify and reduce both EP and IP problems within the school environment, it seems appropriate to extend School-Wide Positive Behaviour Support (SWPBS) and its wellevaluated behavioural interventions (i.e. mainly intended for reducing EP; see e.g. Horner et al., 2009) with transdiagnostic mechanisms that explicitly focus on IP, such as emotion regulation (ER; Aldao, Nolen-Hoeksema, & Schweizer, 2010; McIntosh, Ty, & Miller, 2014) . Emotion regulation (ER) was defined as "processes by which individuals influence which emotions they have, when they have them, and how they experience and express these emotions" (Gross, 1998; p. 224) .
As a result, TIME-IN was developed, which complements SWPBS by adding emotional support systems such as (a) screening instruments for identifying IP, (b) ER training and (c) crisis intervention strategies. It was considered useful to train children's adaptive ER strategies by means of the key principles of Affect Regulation Training (ART; Berking & Schwarz, 2014) , since ART has several advantages as it complements behavioural and cognitive interventions (as present in SWPBS), integrates different adaptive ER strategies into one coherent model, and is effective for reducing various mental health problems (Berking & Lukas, 2015) . For the moment, ART has only been evaluated in adults, although it was claimed to be also applicable to younger age groups (Berking & Schwarz, 2014) . Furthermore, to support emotionally overwhelmed children, Life Space Crisis Intervention was used (LSCI; Long, Wood, & Fecser, 2003) , which was stated to fit well within a schoolwide approach (Dawson, 2003) , and was found to be effective for children with SEN (Soenen, Volckaert, D'Oosterlinck, & Broekaert, 2014) . As such, TIME-IN is a school-wide health care policy, consisting of both behavioural and emotional support systems, with the final aim of promoting children's school readiness (Weymeis, 2015) .
The current study: evaluating TIME-IN
TIME-IN will be implemented in a real-life setting (i.e. special education). In the current study, a practice-based evaluation will be performed to determine whether or not TIME-IN is effective for promoting children's school readiness (Veerman & Van Yperen, 2007) . More specifically, to be able to consider TIME-IN as 'potentially' effective, a clear description of its essential elements is required (e.g. goals, target group, methods, activities, and requirements). In order to meet this requirement, a full description of TIME-IN is available in a book (Weymeis, 2015) , and will be shortly described in the methods section. Also, a CONSORT diagram with the numbers of participants recruited and tested in each condition will be provided (Simons et al., 2016) . Next, we choose for a quasi-experimental design (i.e. non-randomized research) using a pre-post-test design, in which an intervention and a matched control group will be selected (Simons et al., 2016) . According to Veerman and Van Yperen (2007) , quasi-experimental research may yield signs of causality and, moreover, provide useful indications to judge whether or not an intervention is effective. However, at the same time, these indications should be interpreted with great caution, as possible alternative explanations for the observed results will not necessarily be ruled out.
The first goal of the current study will be to investigate whether TIME-IN is effective for improving child-reported emotional competencies and psychosocial well-being. More specifically, the confirmatory hypotheses will be tested that, in the intervention group, TIME-IN will be beneficial for enhancing adaptive ER strategies, reducing maladaptive ER strategies and lowering depressive symptoms. In contrast, it is expected that no such changes would occur in the control group. Furthermore, the second goal of the current study will be to tentatively explore whether TIME-IN is also accompanied by reductions in both parent -or Social Science Protocols, July 2019, 1-16. http://dx.doi.org/10.7565/ssp.2019.2651 3 teacher reported EP and IP. To clear out whether any reductions in EP and IP are due to the impact of TIME-IN, we will control for natural fluctuations, related to children's regular development during this age period (see e.g. Bronfenbrenner, 1977) in a matched control group.
Methods/Design

Study design
The effectiveness of TIME-IN will be prospectively evaluated in a controlled pre-post study with two conditions: intervention (i.e. TIME-IN) versus matched controls selected from a group in regular education (see Figure 1 ). To test the effectiveness of TIME-IN, mechanisms and outcomes will be assessed through self-reported, parent-reported, and teacher-reported questionnaires before the start of the program (T0; pre-test at the beginning of the school year) and directly after finishing the program (T1; post-test at the end of the school year: 9 months later). 
Participants
One Flemish elementary school providing special education for children between 6 and 12 years of age with SEN was selected by the government as intervention group. Participants will be children between 8 and 12 years of age with SEN, as well as their teachers and parents. Since an opportunity sample will be included, the sample size will not be predetermined. Children, parents, and teachers who will not give their explicit consent to participate will be removed from the study. Furthermore, also all children that are too young to participate (i.e. 6-8 years old) or have a different SEN status (i.e. children with a severe mental health and/or physical disability) will be excluded from the study at the time of admission. Children for the control group, as well as their parents, will be randomly recruited from another ongoing study in 11 nearby elementary schools on school readiness (Generation 2020; Van Beveren, Mezulis, Wante, & Braet, 2016) using SPSS case-control matching for age and gender. As Generation 2020 only focuses on screening children's school readiness and did not provide any interventions, the selected sample will be suitable to serve as control group. Finally, both the intervention and control group will be described in terms of age, gender, IQ, SES, and ethnic differences.
Procedure
A short presentation will be held in the intervention group to inform parents and teachers about the content of TIME-IN and the related research. Consequently, access will be provided to an online tool in order to be able to complete questionnaires at T0 and T1. Children will be asked to complete questionnaires on ER and depressive symptoms in both the intervention and the control group, while caregivers will be requested to complete questionnaires at home or in the classroom. More specifically, teachers will be asked to fill out a questionnaire on children's EP and IP in the intervention group, whereas parents will be requested to complete a comparable questionnaire in the control group. The overall data collection will be conducted by one additional researcher of Ghent University.
TIME-IN: program content
Overall program structure TIME-IN has been published in a manual intended for supporting schools in developing a school-wide health care policy (Weymeis, 2015) . This policy includes both behavioural (i.e. SWPBS) and emotional (i.e. screening IP, ART principles and LSCI) support systems, and this will be reflected in primary (all children), secondary (specific needs), and tertiary (individualized) practices (as defined by Sugai & Horner, 2002) . Both the schools' micro and meso level will be targeted as both levels need to be involved. Primary practices will be standardized regarding the number and duration of the sessions, whereas secondary and tertiary practices will be flexibly implemented and registered. An overview of all practices, as well as features of the program delivery, is presented in Figure 2 . 
School-Wide Positive Behaviour Support (SWPBS) interventions a) Primary practices
Within SWPBS, primary practices are intended to create a safe and predictable school and classroom environment and include both meso and micro interventions. On the meso level, in order to prepare the school for organizational change, first, a school-wide charter will be developed and presented, with the objectives to raise attention for health care at school and to achieve consensus on whether and how health care will be organized. In doing so, both school staff, children, and their parents will be invited to cooperate as representing stakeholders by means of a school announcement and, consequently, the main agreements will be reflected in a written school-wide action plan (Sugai & Horner, 2006) . This action plan will be visually displayed within the school environment (e.g. the school hallway) and will be evaluated twice throughout the school year together with all representing stakeholders. Secondly, in addition to establishing a schoolwide charter, attention for the importance of health care at school will also be enhanced by raising teachers' awareness of children's overall degree of externalising problems. To do so, a reliable and valid screening instrument will be used to inform teachers about classroom average scores on EP (Achenbach & Rescorla, 2001; Burke et al., 2012) . Only if children Social Science Protocols, July 2019, 1-16. http://dx.doi.org/10.7565/ssp.2019.2651 6 and/or their parents give their explicit consent, caregivers will also be informed about children's individual subclinical or clinical scores for EP. Thirdly, analogous to the SWPBS evaluation instruments (Childs, Kincaid, & George, 2010) , a well-evaluated protocol for case formulation, action-oriented working (AOW; in Dutch: Handelingsgericht Werken; Pameijer, Van Beukering, De Lange, Schulpen, & Van De Veire, 2010), will be implemented, in order to be able to efficiently and effectively translate the school's action plan into teachers' concrete classroom practice (Pameijer et al., 2010) . On the one hand, AOW will be used to systematically evaluate all school-wide implemented practices, which will be supervised and tracked by one external instructor using monthly progress reports (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005) . On the other hand, AOW will enable teachers and school psychologists to determine children's strengths and/or (special) educational needs (i.e. observing and understanding), as well as to select corresponding interventions, which will be evaluated in consultation with the children and their parents (i.e. planning and realizing). In doing so, all processes and outcomes will be catalogued using a registration form and, moreover, as research shows that parents' educational involvement is beneficial for promoting children's school readiness, two school-parent contacts will be structurally organized for all children throughout the school year (Seginer, 2006) .
On the micro level, teachers will be expected to build on their behavioural classroom management for all children by (a) formulating and visualizing positive social and behavioural expectations (e.g. "if I need to get something, then I first ask the teacher"), (b) reinforcing children's positive behaviour, (c) providing clear instructions regarding the course content (e.g. "first, before starting, you will get a sheet with different pictures on it, which helps you to decide what you want to draw today"), and (d) using a visual stoplight to structurally introduce both behavioural expectations and class instructions (e.g. "red: teachers monitor behavioural expectations"; "orange: teachers monitor instructions" and "green: start of the lesson").
b) Secondary and tertiary practices
The project has a special classroom (i.e. a separate TIME-IN classroom) for organizing specific interventions for secondary (specific needs), and tertiary (individualized) practices. First, teachers and school psychologists will be trained in observing children's behaviours, as well as in conducting descriptive and functional analysis using the antecedent-behaviourconsequence model (Campbell & Anderson, 2008; Ellis, 1985) to analyse each incident. Furthermore, children's social and self-regulation will be trained on both the subgroup and the individual level.
Extending SWPBS with emotional support systems a) Primary practices
On the meso level, and as with SWPBS, first, emotional support systems will be included in the school's charter, as well as in the related school-wide action plan (Sugai & Horner, 2006) . Secondly, to raise teachers' awareness of children's psychosocial functioning, children's IP will be screened, as well as their emotional competencies. For the screening, reliable and valid screening instruments will be used to inform caregivers and teachers also about classroom average scores on IP (Achenbach & Rescorla, 2001; McIntosh et al., 2014) .
Only if children and/or their parents give their explicit consent, caregivers will also be informed about children's individual subclinical or clinical IP scores. Furthermore, on the micro level, teachers will also be expected to organize their emotional classroom management for all children. This is reflected in (a) a positive child-focused Social Science Protocols, July 2019, 1-16. http://dx.doi.org/10.7565/ssp.2019.2651 7 attitude using verbal and non-verbal relational skills, (b) involving children's strengths and interests, (c) fuelling children's emotional awareness by using a classroom emotional thermometer tool, (d) enhancing emotion identification by visualizing different emotions, and (e) fostering emotional understanding (i.e. linking emotions to situations, thoughts, and behaviours) by using the ABC -model (Bergin & Bergin, 2009; Berking & Schwarz, 2014; Ellis, 1985) .
b) Secondary and tertiary practices
On the micro level, secondary practices will consist of coaching adaptive ER strategies (e.g. problem solving, acceptance and cognitive reappraisal) in the classroom by means of a reminder card showing a specific instruction, every time the teacher sees an opportunity. In some cases, this will be complemented by a more extensive ER training provided by a school psychologist outside of the classroom, tailored to children's special educational needs. Furthermore, on the tertiary level, when aggressive behaviour or an emotional crisis is likely to arise, individualized practices consist of the Life Space Crisis Intervention procedure (Long et al., 2003) , as well as restorative practices that will focus on repairing conflictual relationships among children and/or between teacher(s) and child(ren) (McCluskey et al., 2008) . During the roll-out of these procedures, teachers will be able to support children in cooling down within the classroom or, in the case of a crisis, to refer children to a school psychologist for further assistance outside the classroom.
c) Program delivery
The implementation of interventions is spread over 9 months and consists of 60 meetings. Primary practices are implemented from October 2014, secondary practices from January 2015, and tertiary practices from February 2015. More specifically, on the meso level, 5 multidisciplinary (MD; i.e. one external instructor, school staff, and parents) workshops of 3 hours and 1 MD plenary information session of 2 hours will be devoted to the development and presentation of a school-wide charter, while 2 MD discussion sessions of 3 hours will be planned throughout the school year to evaluate the schools' overall action plan. Next, 1 information session of 3 hours will be organized for the school's staff regarding screening results for EP and IP, as well as 6 workshops of 3 hours for the implementation of AOW (Pameijer et al., 2010) . Furthermore, on the micro level, to be able to accurately apply both primary, secondary, and tertiary practices within the classroom, 30 teachers will be trained during 13 workshops of 3 hours. Also, the school board, which consists of 5 MSc degree clinical psychologists or school pedagogues, will receive 9 workshops of 3 hours for training in outside classroom interventions. Finally, 2 school-parent contacts of 3 hours will be proactively organized to involve all parents in promoting the children's learning process.
All workshops will involve small interactive groups of up to 15 participants, to whom information and examples will be presented. Also, each group will have the opportunity to practice the required skills by using specific tools (Fixsen et al., 2005) . Moreover, as training sessions seem to be only efficient when paired with consulting, 21 intermediate MD consultation meetings (i.e. one external instructor, school staff, and if possible, also the parents) of 2 hours will be organized for further supervision, supporting teachers and parents throughout the school year. During these meetings, teachers and parents will be given the opportunity to discuss their personal support needs, as well as children's SEN.
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Assessments and measures a) Primary outcomes
Adaptive and maladaptive emotion regulation strategies: FEEL-KJ. To measure children's use of ER strategies, the Fragebogen zur Erhebung der Emotionsregulation bei Kindern und Jugendlichen will be used (FEEL-KJ; Grob & Smolenski, 2005) ; Dutch version by Braet, Cracco, and Theuwis (2013) . The FEEL-KJ is a 90-item child-report questionnaire for measuring a broad range of ER strategies in children and adolescents between 8 and 18 years old. Each strategy is measured by rating two items for each of the three emotions, whereby answers are given on a 5-point Likert scale (1 = almost never; 2 = rarely; 3 = occasionally; 4 = often; 5 = almost always). Regarding psychometric qualities, the FEEL-KJ is wellvalidated and reliable (Cracco, Van Durme, & Braet, 2015) .
Depressive symptoms: CDI. The Children's Depression Inventory (CDI; Kovacs, 1992) ; Dutch version by Timbremont and Braet (2002) is a 27-item self-report questionnaire for assessing cognitive, affective, and behavioural symptoms of depression in children and adolescents between 7 and 17 years of age. Answers for each item are given on a 3-point Likert scale indicating level of severity. Regarding psychometric qualities, the CDI is shown to be well-validated and reliable (Craighead, Smucker, Craighead, & Ilardi, 1998; Smucker, Craighead, Craighead, & Green, 1986) .
b) Secondary outcomes
Psychosocial problems: TRF and CBCL. The Teacher Report Form (intervention group) and Child Behaviour Checklist (control group) (Achenbach & Rescorla, 2001) ; Dutch version by Verhulst, Van der Ende, and Koot (1996; respectively, are 113-item teacher-report questionnaires for measuring teachers' and parents' perceptions of 6 to 18-year-old children's adaptive and maladaptive functioning. Regarding psychometric qualities, the TRF and CBCL are well-validated and reliable (Achenbach, Dumenci, & Rescorla, 2003) . In the intervention study, children's teachers reported on EP and IP, whereas in the control group, parents were informants of children's EP and IP. Comparing parents' and teachers' reports on these measures seems reasonable, as previous research showed modest cross-informant agreement between parents and teachers regarding children's EP and IP (Achenbach, Dumenci, & Rescorla, 2002) . However, this is only for descriptive purposes as we are primarily interested in the (experimentally manipulated or naturally) fluctuations between the scores during the 9month project thereby comparing pre-test versus post-test scores of the same informant.
Data analytic plan
Firstly, Little's MCAR test will be performed to determine the rate of missing data and, furthermore, to determine whether data is missing completely at random (Little, 1988) . If so, missing data will be estimated using multiple imputations. Secondly, descriptive statistics, correlations, and the distribution of children in the normal, subclinical or clinical range will be calculated and presented. Also, the assumption of normality will be tested. Thirdly, twotailed independent t-tests will be performed to check whether the means of the study variables differ significantly between the intervention and the control group at baseline. Cohen's (1992) effect size (ES) d will be calculated to determine the size of mean differences.
Fourthly and finally, the main study hypotheses will be examined by performing separate two-way repeated measures ANCOVA's for each outcome variable (i.e. time x condition). Regarding the first study hypothesis, adaptive ER will be controlled for levels of maladaptive ER, while maladaptive ER will be controlled for levels of adaptive ER, because adaptive ER and maladaptive ER seem to be correlated (Cracco et al., 2015) . Regarding the second study Social Science Protocols, July 2019, 1-16. http://dx.doi.org/10.7565/ssp.2019.2651 9 hypothesis, gender differences will be controlled for, as it is known from the literature that girls typically experience more IP compared to boys (Crijnen et al., 1997) . As EP and IP commonly interfere with each other, EP will be controlled for levels of IP, while IP will be controlled for levels of EP (Masten et al., 2005) . Cohen's effect size f will be calculated to determine the interventions' impact magnitude and the level of significance for all analyses will be set at p < .05. Fourthly and finally, to determine whether there is a clinically significant change in the intervention group for both the primary and the secondary outcome variables, the Reliable Change Index (RCI) will be calculated using the formula from Jacobson and Truax (1991) . When the RCI is higher than 1.96, the post-test score is likely to reflect a real change.
Expected Results
The anticipated results (see Figure 3) were based on norms for the study variables that (a) were reported in the manual, and (b) take into account age and gender (see Table 1 ; Braet, Cracco, & Theuwis, 2013; Timbremont & Braet, 2002; Verhulst, Van der Ende, & Koot, 1997) . Generally, it was expected that the proposed hypotheses will be confirmed after implementing the TIME-IN protocol. More specifically, in the intervention group, children with special educational needs will be involved, from whom is expected that some but not all cases will exhibit subclinical psychosocial difficulties (i.e. at-risk group; statistically 1 SD from the mean). Therefore, it is reasonable to assume (a) averaged mean post-test scores or (b) mean post-test scores in the average range. In contrast, the control group will mainly include children without special educational needs, from whom it is expected that only a small minority faces psychosocial problems. Therefore, and since no interventions will be provided in this group, it is fair to believe that non-clinical mean baseline values will remain stable during the course of the school year. 
Discussion
The current study will evaluate the effectiveness of TIME-IN, a school-wide health care policy for promoting school readiness in children with SEN. TIME-IN aims to extend SWPBS and its behavioural interventions by providing emotional support systems, which are intended for strengthening children's emotional competencies, as well as for reducing both EP and IP. More specifically, in a controlled pre-post study consisting of an intervention and matched control group, first, the confirmatory hypotheses will be tested whether TIME-IN would be beneficial for improving children's use of adaptive ER strategies, reducing maladaptive ER strategies and lowering depressive symptoms. Secondly, the exploratory hypotheses will be tested whether a reduction of EP and IP would occur in the intervention group and whether the same (natural) fluctuations were observable in a control group.
Practical Implications
If TIME-IN significantly improves children's school readiness, this entails different practical implications for schools and teachers in educating children with SEN. More specifically, first, schools and teachers are often convinced that disciplinary practices are the most effective way to address children's behavioural and emotional problems. In this regard, a beneficial impact of TIME-IN on children's school readiness can deliver a rationale to facilitate the implementation of a positively approached school-wide health care policy (Beets et al., 2008; Forman, Olin, Hoagwood, Crowe, & Saka, 2009; Sugai & Horner, 2002) . In addition, as implementation efforts are often accompanied by stress, feelings of incompetence, and resistance to change, promising study results may convince teachers to participate during sustained implementation efforts (Evers, Brouwers, & Tomic, 2002) . Secondly, the results may suggest that, besides the implementation of well-known behavioural practices, it is useful for schools to also include emotional support systems in special education (McIntosh et al., 2014) . More specifically, to enable children to deal with academic stress and related emotions, teachers could be trained in screening and training children's emotional competencies such as adaptive ER strategies (Ben-Eliyahu & Linnenbrink-Garcia, 2013; Davis & Levine, 2012) . Thirdly and finally, the results may yield useful insights into how children with SEN could be better (re)integrated into regular education. If children are able to efficiently manage their emotions, they might also better withstand challenging school demands (Graziano, Reavis, Keane, & Calkins, 2007 ).
Strengths and Limitations
Finally, both study limitations and strengths will be considered. Regarding study strengths, first, reliable measures will be used, which decreases possible error variance and, as such, increases the study's statistical power. Secondly, the current study has the potential to compensate for shortcomings in experimental research as it will be conducted in a real-life setting and, as a result, will provide 'richer' data and increased ecological validity (Schmuckler, 2001) . Thirdly, the current study includes longitudinal data, as well as a matched control group, which may yield preliminary signs of causality on the assumed relations between the study variables (Maxwell & Cole, 2007; Simons et al., 2016; Veerman & Van Yperen, 2007) . This implicates that, within a short time range of 9 months, modest statements can be made about the effects of TIME-IN on children's EP and IP, as well as on their use of ER strategies. Fourthly and finally, this will be one of the first studies investigating a school-wide intervention that aims to extend SWPBS by adding emotional support systems and, moreover, by specifically focusing on improving children's emotional readiness.
Regarding study limitations, first, as we include only one school for the intervention, the sample included could be too small for strong statistical power and, moreover, this reduces the chance of obtaining reliable and generalizable results (see also Parker, 1990) . Therefore, for the current sample, post hoc power analysis will be performed to find out which sample size is appropriate to generate sufficient power (i.e. 1-β). Secondly, regarding the study design, there is a lack of randomization, which increases the chance that uncontrolled factors will be unevenly distributed over the intervention and the control group. Moreover, although both conditions will be matched regarding demographical characteristics such as gender and age, baseline scores for the intervention and control group can significantly differ, which might suggest that we are not able to take into account the influence of other both child (e.g. SEN or not) or environmental (e.g. educational context) factors. Both problems reduce the ability to draw causal conclusions about the effect of TIME-IN on children's school readiness (Simons et al., 2016) . To resolve these issues, and to be able to conclude that TIME-IN is efficacious, evidence is required that the presumed outcomes are caused by the intervention and/or its presumed working mechanisms (Veerman & van Yperen, 2007) . In this regard, causal statements typically arise from rigorous evaluations such as a randomized controlled trial (RCT) and/or a single case study. For the moment, we have not yet been able to carry out such research. Thirdly, another study limitation is related to the single use of questionnaires, which could result in shared method variance. This issue could, however, be addressed in the future by including other data sources such as observations, interviews, and children's concrete test results. Fourthly and finally, some issues may occur due to the use of teacherand/or parent reports for our secondary outcome measures. Scores for EP and IP were obtained by different informants in the intervention and control group, which could lead to distorted or tentative results (Simons et al., 2016) , as it complicates a reliable comparison. As we are interested in the (experimentally manipulated or naturally) fluctuations between the scores during the 9-month project thereby comparing pre-test versus post-test scores of the same informant, we believe the findings on IP and EP could be informative to include.
Conclusion
The current intervention study will investigate whether TIME-IN, which extends SWPBS by adding emotional support systems, is beneficial for fostering children's school readiness. If so, the results may provide indicative evidence that TIME-IN improves children's psychosocial functioning, which, as a result, may convince schools and teachers to also sustainably implement emotional practices as a classroom management strategy (Beets et al., 2008; Veerman & van Yperen, 2007) .
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